marked squamous metaplasia and the histological picture was that of an adeno-acanthoma.
Two weeks after the previous operation, total hysterectomy, right salpingo-oophorectomy and left salpingectomy were performed. The left ovary appeared healthy and was left in situ.
Histological examination of the specimen showed no evidence of carcinoma in the endometrium or in twelve blocks cut from the uterus.
Comment
Though malignant change is occasionally found in endometriosis (Thompson 1957 , Ferreira & Clayton 1958 , even an adeno-acanthoma arising in adenomyosis is extremely rare. (1958) J. Obstet. Gynec. Brit. Emp. 65, 41 Thompson J D (1957) Obstet. Gynec. N. Y. 9, 403 Double Uterus with Unilateral Humatocolpos and Absence of the Ipsilateral Kidney H A Milne MB MRCOG A double uterus with unilateral hlmatocolpos and absence of the ipsilateral kidney is an abnormality of the genital tract which is often missed and which can cause considerable disability if left unrelieved; in addition, this particular defect seems to have certain very constant features. It has been reported sporadically in the literature since 1900; in an alarming proportion of cases secondary complications were established and often a variety of operations were performed before the true nature of the condition was appreciated. For this reason it is worth recording 6 more cases, 4 of them typical and 2 not quite so clear.
The main symptom is dysmenorrhcea. On examination one finds a tense cystic swelling in the upper part of the vagina on one side which may be continuous with a further swelling higher up. If the condition has been present for many years the dysmenorrhoea may be severe due to endometriosis. An intravenous pyelogram is essential.
The ideal treatment is to drain the hmmatocolpos and to excise the edges of the opening to convert the two vaginte into one. If the condition has been present for a long time there may be irreparable damage with secondary endometriosis. Laparotomy and removal of the entire affected side including the blind vagina may be necessary.
In aU cases traced so far where an intravenous pyelogram bas been done and is recorded the kidney has not been demonstrable on the side of the hwmatocolpos. Referred because of dysmenorrhoea; the pain occurred several days before the onset of each period and was mainly right sided. On examination: An annular septum was found in the vagina and above this a small nodule was noticed on the anterior vaginal wall. Examination under angesthesia revealed a friable mass of tissue, which on biopsy proved to be a papillary adenocarcinoma. Normal curettings were obtained. Intravenous pyelography showed normal function on the right side, but there was no excretion of dye on the left side and tomograms failed to reveal any renal shadow. Cystoscopy confirmed the absence of the left ureteric orifice. Operation: A Wertheim hysterectomy was done; congenital absence of the left kidney was confirmed. The uterus was asymmetrical, witharudimentary horn on the left. Both ovaries had smooth thickened capsules, the left ovary being elongated and extending above the pelvic brim. The tumour was confined to the upper third of the vagina, arising from the right anterolateral wall. The histology was identical with the previous biopsy.
Primary adenocarcinoma is uncommon and accounts for not more than 10%,of all cases of primary vaginal carcinoma. It may derive from malignant change in vaginal adenomatosis, a condition first recognized by Bonney & Glendining (1910) ; alternatively it may arise from embryonic rests. Meyer (1907) first drew attention to the possibility of a mesonephric origin, a view also supported by Novak et al. (1954) . Studdiford (1957) , however, holds the view that these tumours are formed from para-mesonephric remnants.
Two Further Cases of Erythrocytosis Secondary to Fibromyomata D N Menzies FRCSEd MRCOG
Polycythemia vera is a primary condition akin to chronic leukaemia. Polycythmmia secondary to other lesions (erythrocytosis) is different in many respects. In the primary type, there is hyperplasia of all three elements of the haemopoietic system. In erythrocytosis the hyperplasia is of the erythron only.
Differentiation between the conditions presents difficulties; the only proof of distinction is a cure following correction of the cause.
Two cases of erythrocytosis secondary to broad ligament fibroids are reported. The patients were parous. Their haemoglobins were 124 % (13*8 g/100 ml) and 130% (19-3 g/100 ml). The packed cell volumes were over 50%. In the first case a pyelogram showed some left-sidedureteric dilatation. Both women had total hysterectomy and bilateral salpingo-oophorectomy. Large broad-ligament fibroids were found in each case. No blood-letting was attempted; glucose electrolyte was infused for twenty-four hours after operation. The first patient (aged 54) made an uneventful recovery; the second (aged 42) had a small broad-ligament htematoma with bruising of the thigh. In neither case has the erythrocytosis recurred.
Discussion
Ten cases of erythrocytosis and fibroids have been reviewed (Zilliacus 1959 , Menzies 1961 . The association of polycytheemia and renal conditions is well known (Pennington 1962) .
Experimental evidence suggests the kidney as the site of production of erythropoietin (Osnes 1958 The patient (aged 28) with one uneventful pregnancy previously, was 24 weeks pregnant when admitted with lower abdominal colic of twelve hours' duration; she had vomited once but had since retained a meal and had a normal motion. She was tender above and to the left of the uterus but no abnormal mass was palpable.
Laparotomy showed the small intestine contained in a left paraduodenal recess extending into the descending mesocolon. A congested but viable loop of ileum protruded from a defect in the anterior wall of the sac. Two incisions, from the neck of the sac to the defect, freed the gut and the abdomen was closed. Two days later, in spite of gastric suction and intravenous fluids, she developed further colic, vomited and rapidly became distended. Laparotomy showed volvulus of the small intestine abouit a long, narrow-based mesentery. The intestine was replaced, seen to be viable and the abdomen closed.
Abortion occurred two days later, other-wise recovery was uneventful.
Comment
The paraduodenal hernia probably resulted from failure of the descending mesocolon to fuse with the posterior parietes; this and the anomalous fixation of the mesentery which permitted the volvulus suggests a widespread maldevelopment of the peritoneal folds. The sac undoubtedly enlarged in pregnancy, for the *defect through which the secondary hernia occurred must have been of recent origin.
The theories of origin of paraduodenal hernia, congenital defect (Andrews 1923) and formation as a result of variation in intra-abdominal pressure (Treitz 1857), are not compatible.
